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traindications (due to other medical conditions) were un-
common. The results of an analysis that excluded patients
who survived for less than two months (those with a lim-
ited opportunity to undergo surgery) were similar (data
not shown). Research should focus on why black patients,
especially those who are elderly, receive a recommendation
for surgery less often than white patients.

ANTHONY P. POLEDNAK, PH.D.

Connecticut Department of Public Health
Hartford, CT 06134
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To the Editor: The article by Bach et al. highlights a per-
vasive, disturbing, and clearly intolerable feature of our
health care system. There are several disparities in health
care between blacks and whites in the outcomes of certain
diseases. This disparity results in at least 60,000 excess
deaths in the black population every year. Compare this
figure with the 58,000 deaths that occurred over a 10-year
period as a result of the Vietnam War. Our outrage over
the needless deaths in Vietnam should be no greater than
our outrage at the even larger loss of life in American com-
munities every year. Even after one accounts for some differ-
ences in socioeconomic, genetic, social, or cultural factors
between blacks and whites, an unexplained factor seems to
remain. Overt and subtle racism has been postulated as a

possible explanation.1 The study by Bach et al. appears to
confirm that there is a difference in how patients are treat-
ed according to their race. Whatever the cause of this dif-
ference, the health care system is clearly disempowering and
dangerous for black patients.

CHARLES DESHAZER, M.D.

7234 Muncaster Mill Rd., Suite 549
Rockville, MD 20855
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The authors reply:

To the Editor: The correspondents raise some important
issues that contribute to our understanding of the dispar-
ities in resection rates between black patients and white pa-
tients with stage I or II non–small-cell lung cancer. Green-
berg et al. previously demonstrated an association between
marital status and surgery for lung cancer1 — this factor
was not considered in our first analysis. In our cohort,
married patients were more likely than others to undergo
surgical resection (P<0.001), but marital status did not
confound the primary results (Table 1, next page). Dispar-
ities in treatment were present in all marital categories.

We used a validated, claims-based measure of coexisting
illness,2 and explained why the methods we used would be
more likely to bias the results in favor of the null hypoth-
esis than to overstate an observed disparity in treatment.
The proposal by Campbell and Greenberg to use pulmo-
nary-specific measures of coexisting illness is appealing but
cannot be accomplished effectively with codes from the
International Classification of Diseases, 9th Revision. Simi-
larly, an array of adjustments for socioeconomic status is
available, each with its own limitations. We chose a validat-
ed method based on U.S. census data that is frequently
used in population-based studies.3,4 There are two prob-
lems with using data from the Medicaid Buy-in program
as a surrogate variable for poverty. First, the program does
not include all persons who are poor, only those who qual-
ify for selected state-specific programs. Second, less than
6 percent of the patients in our sample were enrolled in
this program.

Polednak, as well as Campbell and Greenberg, proposes
an analysis of the SEER variable for the reason that sur-
gery was not recommended. Because of limited documen-
tation in hospital records, it is not possible to know what
factors resulted in the decision not to recommend surgery
(Ries L, SEER program: personal communication). How-
ever, the analysis Polednak presents is intriguing and sug-
gests that further research on physician–patient interac-
tions will be fruitful. This type of analysis may help explain
the treatment disparities that we observed. It should be
emphasized that Polednak’s analysis, performed with the
SEER public-use data base, contains data on patients who
were excluded from our analysis because there was no doc-
umentation of nodal status, the patient had received a di-
agnosis of another cancer within two months of receiving
the diagnosis of primary lung cancer, or there was no link
to Medicare data.5 The inclusion of these patients in the
analysis performed by Polednak does not alter our primary

*Data are for patients with no previous cancer at any site or with lung
cancer as the first of multiple cancers at any site. Patients for whom data
were available only from a death certificate or an autopsy report were ex-
cluded. SEER denotes Surveillance, Epidemiology, and End Results.

†P values were calculated with the chi-square test.

TABLE 1. SURGICAL STATUS OF BLACK PATIENTS AND WHITE 
PATIENTS WITH STAGE I OR II NON–SMALL-CELL LUNG 

CANCER DIAGNOSED BETWEEN 1988 AND 1995 IN SEER AREAS.*

AGE AND STATUS

BLACK 
PATIENTS

WHITE 
PATIENTS P VALUE†

<65 yr
Underwent surgery (%)
Surgery not recommended (%)
Other or unknown (%)
Total no. 

75
17
8

929

84
8
7

5,818

<0.001
<0.001

0.29

»65 yr
Underwent surgery (%)
Surgery not recommended (%)
Surgery contraindicated (%)
Patient refused surgery (%)
Other or unknown (%)
Total no. 

51
32

5
6
6

951

67
16
6
3
9

11,039

<0.001
<0.001

0.50
<0.001
<0.01
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To the Editor: Casalino argues that measurement of qual-
ity may compromise the willingness of caring physicians to
go the extra mile. However, the culprit here is not the meas-
urement of quality but rather the financial pressures under
which physicians increasingly operate and which compel
them to make constant trade-offs between quality and cost.
These financial pressures, if anything, make valid quality
measurement even more essential. In fact, robust measures
of quality include assessments of patients’ experiences,1 al-
lowing people to judge whether a doctor’s practice of spend-
ing extra time with his or her patients is worth the sched-
uling delays or perhaps the added cost.

Reports of staggering rates of medical errors,2 excessive
underuse and overuse of proven clinical processes,3 and in-
supportable variations in patterns of practice4 have caused
a skeptical public to demand accountability. Well-construct-
ed tools that account both for patients’ experiences and
for clinical quality will allay some of Casalino’s concerns
about the unintended consequences of overly narrow meas-
urement. His suggestion that some measures be rotated is
a reasonable way of ensuring that physicians do not spend
undue effort “playing for the test.”5

According to Casalino, quality measurement will be a
disadvantage to individual physicians because large systems
“can afford to purchase expensive data systems and hire
quality-improvement experts.” This discrepancy is neither
unfair nor inappropriate. Although we may wax nostalgic
about the shift from “mom and pop” groceries to ware-
house superstores, such changes are driven by the percep-
tion that larger entities offer better products and more con-
venience at a lower cost. If the organization of physicians
into large medical groups, hospitals, and networks allows us
to improve quality and efficiency (a premise that has not
been entirely proved), why should this approach not be
recognized and rewarded?

In the future, computerized data bases containing easily
accessed quality measures will create an educated popula-
tion that will vote with its feet when selecting providers.
Like Casalino, we believe that it is vital that such measures
capture both the science and the art of medicine. If solo
practitioners are able to match large organizations for qual-
ity (and cost), patients may well favor them, especially when
the latter seem impersonal and bureaucratic. Likewise, if the
large organizations provide care of demonstrably higher
quality, patients and payers will most likely migrate to them.
Physicians who fail to measure up to the metrics of quality
and value will undoubtedly lose patients. This is sad, but
it is also inevitable and right.

ROBERT M. WACHTER, M.D.

KAVEH G. SHOJANIA, M.D.

University of California, San Francisco
San Francisco, CA 94143-0120
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Dr. Casalino replies:

To the Editor: Bobrow and Stewart eloquently express
the “intuitive conviction” of many physicians that quality
measurements lead to unintended consequences. Yet rely-
ing only on physicians’ professionalism and on “doctors
meeting among themselves to discuss . . . cases” has not
been enough; I agree with Wachter and Shojania that or-
ganized, systematic efforts to improve quality are neces-
sary. Efforts to improve quality require efforts to measure
it. As measurements are designed and implemented, ex-
plicit attention should be devoted to the anticipation of
unintended consequences and to their minimization when
they appear undesirable, as I discussed in my article.

Bobrow and Stewart are aware of the problems brought
on by quality measurement, problems that they — unlike
quality-improvement experts who are not physicians —
have experienced firsthand. Yet criticism is not enough: if
physicians do not help to create and implement systems to
improve quality, others will.

Wachter and Shojania describe the “culprit” as financial
pressures that compel “constant trade-offs between quality
and cost.” This trade-off is disliked by both physicians and
patients but is inevitable, since medical resources are not
infinite. Despite their assertion that financial pressures are
the culprit, they conclude with a very optimistic vision of
what economists would call a perfect market: educated con-
sumers, they suggest, will use quality measures (and presum-
ably costs as well) to vote with their feet when selecting
physicians, and efficient, high-quality physician organizations
will succeed while others will fail. I agree that this would
be desirable, insofar as it is possible. But since neither the
measures nor the market is likely to be perfect, researchers,
purchasers of health care, and policy makers should active-
ly seek to anticipate and to minimize undesirable and un-
intended consequences of quality measurement and of mar-
ket competition as well.

LAWRENCE P. CASALINO, M.D., PH.D.

Stanford Coastside Medical Clinic
Half Moon Bay, CA 94019

Diagnosis of Scombroid Poisoning 
by Measurement of Plasma Histamine

To the Editor: Scombroid poisoning is a form of ichthy-
osarcotoxism caused by eating spoiled fish, mainly of the
scombroid family (such as tuna and bonito).1 Inappropri-
ate storage of these fish can lead to the decarboxylation of
histidine in the flesh to histamine by enterobacteria.2 The
symptoms of histamine poisoning mimic those of an IgE-
mediated food allergy: nausea, vomiting, diarrhea, hives,
itching, rash, and hypotension can occur within minutes
to a few hours of ingesting the fish and last up to 24 hours.
We report the occurrence of scombroid poisoning in nine
persons.

Ten to 90 minutes after eating a meal together that in-
cluded cooked tuna, nine persons reported faintness, head-
ache, generalized urticaria, angioedema, and tachycardia.
Because the symptoms suggested an allergic reaction, a phy-
sician gave them each 4 mg of dexamethasone and one tab-
let of cetirizine. Five were hospitalized within four hours,
with urticaria mainly on the face, trunk, and upper arms;
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headache; abdominal pain with diarrhea (in one patient);
abdominal pain with vomiting (in one); and upper-limb
paresthesia (in two). There was no sign of hemodynamic
or respiratory failure. Symptoms resolved within 4 to 6 hours
in three patients but persisted for 24 hours in two with a
history of allergy. 

The results of a quantitative determination of plasma his-
tamine concentrations (Immunotech radioimmunoassay kit)
are shown in Table 1. Two pieces of tuna were sent for tox-
in analysis: a piece of tail did not show histamine, but the
other piece had toxic concentrations — more than 100 mg
of histamine per 100 g of flesh. The tuna weighed 6 kg,
had not been gutted, had been stored in a room at 8°C,
and had been eaten four days after being caught.

The association of symptoms of histamine poisoning
and the ingestion of fish should alert physicians to the pos-
sibility of scombroid poisoning. The tissue histamine con-
centration is a good indicator of fish spoilage and is a key
to the diagnosis. Most of the histamine is produced in the
flesh around the intestines and then diffuses into the tissues,
so that distant tissue can have misleadingly low concentra-
tions. A finding of increased plasma histamine concentra-
tions soon after the ingestion of contaminated fish (within
four hours) confirms the origin of the intoxication, as shown
in animals.3 Elevated urinary excretion of histamine has
also been described in three victims of scombroid poison-
ing,4 but falsely elevated urinary concentrations are possi-
ble (for example, in women with interstitial cystitis). Cor-

ticosteroids and H1 and H2 antihistamines are effective to
treat the symptoms.5 Since the histamine is exogenous,4

patients will be able to eat the same (fresher) fish later on.

REGIS BÉDRY, M.D.

Hôpital Pellegrin
33076 Bordeaux CEDEX, France
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*The normal value is less than 10.8 nmol per liter.

TABLE 1. PLASMA HISTAMINE CONCENTRATIONS IN SIX PATIENTS WITH TUNA ICHTHYOSARCOTOXISM.

PATIENT

NO.
SEX/

AGE (YR)
HISTORY OF 

ALLERGY

TIME FROM INGESTION

OF FISH TO HISTAMINE

MEASUREMENT

PLASMA 
HISTAMINE

ON ADMISSION*

PLASMA

HISTAMINE 
AT 24 HR* OUTCOME AT 24 HR

hr nmol/liter

1 F/19 Asthma, rhinitis 3 21.5 2.5 Flushing, headache

2 M/37 — 3 24.5 4.1 Symptoms resolved

3 M/41 Rhinitis 3 34.9 2.7 Erythema, abdominal pain

4 M/47 — 4 30.6 2.5 Symptoms resolved

5 M/48 — 4 47.8 3.6 Symptoms resolved

6 M/39 — 6.5 6.0 1.8 Symptoms resolved
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